Drug Addiction

Drug addiction is a state of periodic

or chronic intoxication produced by

the repeated consumption of a drug

(natural or synthetic). Its charac.

teristics include:

1) An overpowering desire or need
(compulsion) to continue tak-
ing the drug and to obtain it
by any means;

2) A tendency to increase the dose;

3} A psychic (psychological) and
generally a physical depend-
ence on the effects of the drug;

4) Detrimental effect on the indi-
vidual and on society,

Drug Habituation

Drug habituation (habit) is a con-
dition resulting from the repeated
consumption of a drug. Its charac-
teristics include:

1) A desire (but not a compulsion)
to continue taking the drug
for the sense of improved well-
being which it engenders:

2) Little or no tendency to increase
the dose;

3) Some degree of psychic depend-
ence on the effect of the drug,
but absence of physical de-
pendence and hence of an
abstinence syndrome:

4) Detrimental effects, if any, pri-
marily on the individual.

ToBacco Hasrr CHARACTERIZED As HABITUATION

Psychogenic dependence is the c

ommon denominator of all drug habits

and the primary drive which leads to initiation and relapse to chronic drug

use or abuse (25).

Although a pharmacologic drive is necessary it does

not need to be a strong one or to produce profound subjective effects in order
that habituation to the use of the crude material becomes a pattern of life.
Besides tobacco, the use of caffeine in coffee, tea, and cocoa is the best ex-
ample in the American culture. Another example, the chewing of the betel
morsel, exists on a world scale comparable to tobacco and involves several

hundred million individuals of both sexes and of all races, classes, and
religions (17). The morsel contains arecoline from the areca nut, an ingre-
dient of the mixture. Itisa very mild stimulant of the nervous system which
is ordinarily no more detectable than nicotine subjectively. The morsel is
chewed from morning to night, from infancy to death, and creates a craving
more powerful than that for tobacco. As with tobacco, oral gratification
plays an important role in this habit.

Thus, correctly designating the chronic use of tobacco as habituation
rather than addiction carries with it no implication that the habit may be
broken easily. Tt does, however, carry an implication concerning the basic
nature of the user and this distinction should be a clear one. It is generally
accepted among psychiatrists that addiction to potent drugs is based upon
serious personality defects from underlying psychologic or psychiatric dis-
orders which may become manifest in other ways if the drugs are removed
(32).

Even the most energetic and emotional campaigner against smoking and
nicotine could find little support for the view that all those who use tohacco,
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coffee, tea, and cocoa are in need of mental care even though it may at
some time in the future be shown that smokers and non-smokers have different
psvchologic characteristics.

ReLaTiOoNsHIP OF SMOKING TO UsE oF AppicTING DRucs

Undoubtedly, the smoking habit becomes compulsive in some heayy
smokers but the drive to compulsion appears to be solely psychogenic sinee
physical dependence does not develop to nicotine or to other constituents of
tobacco nor does tobacco, either during its use or following withdrawal
create psychotoxic effects which lead to antisocial behavior. Compulsion
exists in many grades, from the habit pattern of the cigarette smoker whq
subconsciously reaches into his pocket for a cigarette and may even light hic
lighter before he realizes that he is already holding a lighted cigarette in his
lips, to the heroin addict who becomes involved in crime, sometimes ip
murder, in his search for drugs to satisfy his addiction. Clearly there is 4
significant difference, not only in the personality involved but also in the
effects upon the user and his relationship to society.

Proof of physical dependence requires demonstration of a characteristic
and reproducible abstinence syndrome upon withdrawal of a drug or chemical
which occurs spontaneously, inevitably, and is not under control of the sub.
ject. Neither nicotine nor tobacco comply with any of these requirements
(26). In fact, many heavy smokers may cease abruptly and, while retaining
the desire to smoke, experience no significant symptoms or signs on with.
drawal. On the other hand. it is well established that many symptoms and
a few signs which may be observed objectively by others may occur follow-
ing cessation of smoking, but no characteristic abstinence syndrome occurs
(16, p. 539). Rather, a gamut of mild symptoms and signs is experienced
and observed as in any emotional disturbance secondary to deprivation of
a desired object or habitual experience. These may be manifest in some per-
sons as an increased nervous excitability, such as restlessness, insomnia.
anxiety, tremor, palpitation, and in others by diminished excitability, such
as drowsiness, amnesia, impaired concentration and judgment, and dimin.
ished pulse. The onset and duration of these withdrawal symptoms are
reported by different authors in terms of days (20), weeks (30), or months
{12, 28), obviously an inconsistency if one attempts to relate these to nicotine
deprivation. In contrast to drugs of addiction, withdrawal from tobacco
never constitutes a threat to life. These facts indicate clearly the absence of
physical dependence.

This view is supported further by consideration of the diversity of methods
which are reported (16, pp. 540-546) to be successful in treatment of smok-
ing withdrawal. Most methods have been based strictly on symptomatic
treatment; for those who are depressed, stimulants such as caffeine, theo-
bromine, and metrazol; and for those who are excited, sedatives, barbiturates.
and the like. Hansel (11) treated his patients by stimulating them in the
daytime with 10 to 15 mg of dextroamphetamine and putting them to sleep
at night with a sedative. At least this treatment has the advantage that it does
not interfere with the usual patterns of diurnal and nocturnal hehavior.
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In contrast to addicting drugs, the tendency to continue to increase the dose
of tobacco is definitely self-limiting because of the appearance of nicotine
toxicity. Undoubtedly there is a considerable variation among individuals
in inherited capabilities to tolerate nicotine. In some individuals this may
completely deprive them of the pleasure of using tobacco (30). Although
some tolerance is also acquired with repeated use. this is not sufficient to
permit the nervous system to he exposed to ever-increasing nicotine concen-
trations as is the case with addicting drugs. This in itself may militate against
the development of the adaptive changes in nerve cells which create physical
dependence.

It is a well.known fact among smokers and other users of tobacco that
certain toxic effects such as nausea and vomiting, which accompany the
initial use of tobacco, disappear with repeated use. This tolerance is only
relative and excessive use may at any time initiate these signs and symptoms
even in the heavy smoker or other user (6).

Acquired tolerance may take two forms:

(a) A low grade tissue tolerance in mucous and pulmonary membranes
to the irritants in tobacco or tobacco smoke (8). This probably involves
adaptive changes in cell membranes. similar to those which occur with other
local irritants, and a reduction in sensory nervous input permitting more
prolonged exposure to those irritants without unpleasant subjective
manifestations.

(b) Specific organ tolerance to nicotine which is also relatively low grade
and comparatively short-lived. This tolerance, which may permit the ad-
ministraton of nicotine in quantities several times larger than those which
would induce toxic signs and symptoms initially (13), varies with age (17),
sex (30), and duration of exposure. Differences in metabolic disposition
are not enough to account for tolerance (7. 29, 31). Animal studies indicate
considerable tolerance to small but little if any to convulsant or lethal doses
(2,4).

Another form of adaptation to tobacco which is psychologic in origin is
also common to many other drug habits. It might better be termed tolera-
tion than tolerance; the user “puts up with” symptoms of irritation and
nicotine toxicity which are unacceptable to the novice. Many smokers accept
persistent cough, bouts of nausea, and other unpleasant manifestations of
irritation and toxicity.

Much controversy concerns the relationship of smoking to other drug habits
especially to those agents which are addicting like alcohol, the opiates, and
others. Since the motivating factor in the habitual use of drugs of any type
is the desire to change the status quo in order to achieve pleasure, to relieve
monotony, to abolish tension or grief, etc., it is not unusual that many in-
dividuals in search of such gratification will habitually rely on several sub-
stances. Attempts to establish cause and effect relationships among the
several habits have not been meaningful. A more plausible explanation is
that the personality characteristics which lead to the search for change may
find mild expression in smoking, coffee and moderate alcohol drinking, and in
an exaggerated form by abusing the narcotic and stimulant drugs of addiction.
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